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Legal implications of donor insemination
As the law stands in Engiand a child born as the result of AID is illegitimate, the husband's consent to artificial insemination being immaterial. This is because the child is not of the husband but of a man whose identity is unknown to all but the medical practitioner. The child should therefore be registered as of illegitimate birth, father unknown. The mother and her husband should then apply to adopt the child and because of regulations in the Adoption Act proceedings cannot be taken until at least four and a half months after the child's birth. As the child will obtain a short form of birth certificate he should be told that he has been adopted. Whether the child should be told that he is the result of AID is open to many arguments. The AID child is usually not told about his origins but, of course, each couple must decide on this important issue themselves.
The new law relating to identification of the natural mother by a child for adoption may make one wary of future Acts regarding AID children that might be enforced.
Falsification of birth registers does take place. If, however, a false declaration is made serious consequences might result apart from the penalties that might be incurred under the Perjury Act.' The ambiguous position of the AID child with respect to the inheritance of property from either the sperm donor or from the mother's husband is still a major legal anomaly.
There The biggest single factor in unsuccessful inseminations is the timing of ovulation. Ovulation is often delayed in otherwise normal patients by the emotional upset at the time of insemination. Various workers'5 "6 have recommended the use of human chorionic gonadotrophin intramuscularly in an effort to ensure ovulation at the correct time, and 5000 IU has been used on the day before insemination in some women with slightly irregular cycles. Study of the basal body temperature chart, the cervical mucus, and spinnbarkeit have also helped to time ovulation and insemination.
Results of treatment
During the review period 261 couples were referred for AID. The reasons for these requests (table I) 21 pregnancies when fresh semen was used, 15 when frozen semen was used, and two when both fresh and frozen semen were used in the same cycle.
After pregnancy is diagnosed the patient is referred back to her gynaecologist or general practitioner who will undertake her antenatal care. The patient is asked to let us know the outcome of the pregnancy but long-term follow-up of the child is not undertaken. An AID programme in Nottingham20 includes follow-up photographs of the child at 1, 3, and 7 years of age. 
Discussion
The number of patients requesting artificial insemination has increased substantially during the past few years and from our experience still seems to be increasing. There are, however, numerous administrative problems with scheduling appointments at the appropriate time in the cycle and in obtaining suitable donors. This, taken with the high work load in departments of obstetrics, gynaecology, and endocrinology, must limit the number of patients who can be treated in this way. It is therefore important to examine ways in which the rate of success could be improved. The overall success rate (46°0) is similar to that of Dixon and Buttram,' who had a rate of 44-90o using fresh semen only. Our figures are lower than those of previously reported series.'7 22 23 There is an impression that frozen semen is not as fertile as fresh semen. This may be due to the decrease in motility obtained after freezing and thawing processes. The percentage recovery previously reported was about 55-75o" *14 25 As well as the decrease in motility, Behrman26 has shown that frozen sperm must be inseminated within 24 hours of ovulation for pregnancy to occur. He postulates that this is due to an alteration of cell physiology that is independent of motility.
The percentage success rates when both frozen and fresh semen are used has been calculated ( In December 1972 the CIBA Foundation held a symposium on the law and ethics of donor artificial insemination. The conclusion was that "AID is here to stay"27 and that the law has got to consider AID not in a prohibitory way and perhaps only in a regulatory way so far as is required to make the technique acceptable to society.
On a Saturday afternoon in May 1964, while watching the FA cup final on television, I developed headache, became feverish, and was, I thought, suffering from influenza. The next day I developed photophobia and the headache persisted. These symptoms were accompanied by intense cramp-like pains in the thighs, calves, and the soles of my feet. The pain was intense during the night and sleep became virtually impossible. At times I involuntarily cried out with pain.
As my condition did not improve during the next two weeks, I was admitted to St George's Hospital, Tooting, for investigation and treatment. Infectious mononucleosis was diagnosed. I was thought to have had a lymphocytic encephalitis, the pains being due to affected posterior nerve roots.
During the next 10 years I suffered pain, mostly in the shoulders, thighs, calves, and soles of the feet, usually in the afternoons and evenings. I also had headaches or abdominal pain, and there were days when I felt extremely lethargic. These attacks became less common and less painful over the years. But in October 1974 the attacks became more severe. Next moming the paraesthesiae had spread to both hands, in the distribution of the ulnar nerve. I drove to work but walking was awkward, my balance was uncertain, and I had to use a stick. By mid-morning I felt so unwell that the prospect of a busy outpatient clinic was too daunting and a colleague agreed to do it for me. I retumed home during the afternoon feeling generally weak and unwell and was in bed by 6.30 pm. After that I remember only very severe pains, my wife ringing our general practitioner, and being given an injection of heroin and intravenous diazepam.
The next morning I recall telephoning the neurologist, who told me that I should be admitted to hospital immediately since he thought that I had the Guillain-Barre syndrome. Events seemed to
